THESE fractures have gained a bad name, as non-union is said to be more common here than anywhere else in the body. Most of the trouble with fractures of the shaft of the humerus come from over-treatment and not from the original accident. Actually, in my opinion, of all fractures these are the easiest to treat if it is borne in inind that shortening up to 3 in. causes no permanent disability provided there is no stiffness of the joints (as Mr. Griffiths points out in his book " Injury and Incapacity ").
Surgeons treating these fractures are often unduly perturbed by the X-ray appearances. I hope to demonstrate in the following films how perfect results can be obtained when the skiagrams do not appear, to a lay mind, to show a good position.
The cause of non-union in these fractures is often due to traction. The stronger and the longer traction is applied the greater likelihood there is of non-union. Traction by means of a pin through the olecranon process is to be avoided at all costs. The following cases were examined for insurance companies, and illustrate what not to do. All these cases were treated by traction, and some of them later by operative treatment.
A cinematograph film was shown which demonstrated a simple method of treatment of fractures of the shaft of the humerus. It showed cases during and after removal of plaster casts and the final results.
The film also demonstrated how reduction is simplified by the use of local anaesthesia and gravity.
An attempt is made to showv that traction need not be used in fractures of the humerus and, in fact. is often contra-indicated. Cases where traction was used with resulting non-union were shown; also cases, following open operation, showing pseudo-arthrosis. The results of a bonegrafting operation in a case which had pseudo-arthrosis.for six years was also shown in the film. Case 2.-Aged 40. Fracture of the lower third of the humerus. Transverse in type and 3 in. above the elbow-joint. The patient was taken to hospital and treated by skin extension in a Thomas arm splint. After one week this was changed to extension in flexion. A Steinmann pin was put through the olecranon process, 20 lb. was applied to the olecranon. After six weeks of this traction the fragments were aboutin. over-pulled, there being a gap between the two fragments. As no sign of union had taken place it was decided that something must be done. A beef-bone plate was placed between the two fragments, and screwed into position with six screws. I first saw this man one year following the accident. The condition on examination was as follows
The patient's left arm was held in a sling at right angles, the forearm being in full supination and only the tips of the fingers showing as the arm and hand were bound to a Cramer wire splint. There was very little movement in the fingers or thumb and the wrist, elbow and shoulder joints were stiff. No movement at all could be found in the elbow. The X-rays which the patient brought with him showed perfect anatomical alignment, the two bone ends held together by a posterior bone plate in good position. The patient w-as a schoolmaster, and he was luckily still able to earn his living.
The lesson to be drawn from this case is as follows: Firstly, this patient is suiffering from the results of treatment and not from his original accident, which although severe would have given a very reasonable result, probably over 80% perfect in one year if the following treatment had been adopted: The arm should have been suspended from a collar and cuff and action movements to the fingers and shoulder and radio-ulnar joints commenced immediately. After three weeks, gentle assisted movements should have been started in the elbow-joint. Secondly, the stiffness in the fingers, wrist and shoulder is due to prolonged disuse and traction through the elbow-joint. Thirdly, the irreparable damage to the elbow-joint is due to: (a) Traction for six w-eeks. (b) An operation of considerable severity in the close vicinity of a joint.
Everyone is agreed that the factor to aim for is good clinical results. The beautifill workmanship as shown by X-rays immediately after the operation may impress the patient, at the time, but what the patient really requires eventually is a good functional arm, no matter what the X-ray photographs look like. I always try to teach students that provided the clinical picture is good and the arm looks anatomically perfect, the X-ray appearances can be neglected.
Inexperienced surgeons are apt to be frightened by X-ray pictures. So great can be their fright that they feel bound to do something, whether the result of that something is worth while does not matter. The lay public are always (lelightedl at the thought of an operation.
